Bricanyl

(terbutaline sulfate) ¢f tablets
When your patients
are for air,

 give them a fighting chance.

ACTION:

Bricanyl™ (terbutaline sulfate) uces bron-
chodilation by stimulation of the B, adrenergic
receptors in bronchial smooth muscle, thereby
causing relaxation of muscle fibres. This action
is manifested by an increasc in pulmonary func-
tion as demonstrated by FEV, measurements.
Bricanyl™ also produces a decrease in airway and
pul y resi c. Following admini
of Bricanyl™ tablets a mcasurcaﬁlc change in
flow rate is usually observed in 30 minutes, and
improvement in pulmonary function occurs with-
in 120-180 minutes. The maximum cffect usually
occurs within 120-180 minutes and significant
bronchodilator activity has been observed to
persist for 4-8 hours.

INDICATIONS:

Bricanyl™ (terbutaline sulfate) tablets are indi-
cated as a bronchodilator for the symptomatic
relief of bronchial asthma and for relief of re-
versible bronchospasm which may occur in asso-
ciation with bronchitis and emphysema.

CONTRAINDICATIONS:

Bricanyl™ (terbutaline sulfate) tablets are contra-
indicated when there is known hypersensitivity
to sympathomimetic amines. Bricanyl® like
other sympathomimetic amines, should not he
used in paticnts with tachyarrhythmias.

WARNINGS:

USAGE IN PREGNANCY:

The safe use of Bricanyl™ (terbutaline sulfate)
has not been established in human pregnancy.
The use of the drug in pregnancy, lactation, or
women of childbearing potential requires that
the expected therapeutic benefit of the drug be
weighed against its possible hazards to the
mother or child. Animal reproductive studies
have shown no adverse cffects on fetal develop-
ment.

USAGE IN PEDIATRICS:

Bricanyl™ (terbutaline sulfate) tablets are not
presently recommended for children due to limit-
ed clinical data in pediatric patients.

PRECAUTIONS:

Bricanyl®™ (terbutaline sulfate) should be used
with caution in patients with diabetes, hyper-
tension and hyperthyroidism. As with other
sympathomimetic bronchodilator agents,
Bricanyl™ tablets should be administered cauti-
ously to cardiac patients, especially those with
associated arrhythmias.

In patients in whom the administration of
Bricanyl® tablets induces cardiac irrcgularities,
the dose should be reduced or the administration
of the drug suspended.

The concomitant use of Bricanyl® tablets with
other sympathomimetic agents is not recommend-
ed since their combined cffect on the cardio-
vascular system may be deleterious to the patient.
However, this does not preclude the use of an
acrosol bronchodilator of the adrenergic stimu-
lant type for relief of the acute bronchospasm in
patients receiving chronic oral Bricanyl® therapy.

ADVERSE REACTIONS:

Commonly observed side effects include nervous-
ness and tremor. Other reported reactions include
headache, increased heart rate, palpitations,
cctopic beats, d i , nausea, vomiti
sweating and dizziness.

&

SYMPTOMS AND TREATMENT OF OVERDOSAGE:

The symptoms of overdosage are similar to those
described above under ADVERSE REACTIONS,
and arc actributable to excessive B adrenergic
stimulation. To antagonize the effect of excessive
P stimulation a B - adrenergic blocking agent
such as propranolol may be considered.

DOSAGE AND ADMINISTRATION:

The usual oral dose of Bricanyl® (terbutaline
sulfate) for adults is 5 mg administered at
approximately six hour intervals three times
daily, during the hours the patient is usually
awake. In the event of excessive side effects in
individual patients, the dose may be reduced to
2.5 mg three times daily. A total dose of 15 mg
should not be exceeded in a 24 hour period.
Bricanyl® is not currently recommended for use
in children.

AVAILABILITY:

Tablets containing 5 mg of Bricanyl® are white

in colour and carry a numerical inscription (i.c. 5)
which designates the milligram content of
terbutaline sulfate. Bricanyl® (terbutaline sulfate)
5 mg tablets are supplied in bottles of 100.
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Transmission of hepatitis B |
by a human bite: an occupational hazard

JoHN D. HAMILTON, MB, BS, FRCP[C]; R.P. BRYCE
LARKE, MD, D CL sC; ALI QIZILBASH, MB, BS, FRCP[C]

Hepatitis B developed in a policeman
15 weeks after he was bitten on the
hand. A few days after the bite
hepatitis B developed in the assailant.
The bite had drawn blood and this
method of inoculation was presumed
to be the route of transmission of
the virus. Compensation was awarded
on the grounds that this was an
occupationally acquired disease.

Une hépatite de type B a été décelée
chez un policier 15 semaines aprés
qu'il eut été mordu a la main.
Quelques jours aprés la morsure une
hépatite de type B était aussi apparue
chez son assaillant. La morsure avait
fait couler le sang et on suppose
que ce mode d'inoculation a servi de
porte d’'entrée au virus. Une indemnité
a été accordée au policier en s’appuyant
sur le fait qu'il s’agissait d'une
maladie acquise dans I'exercice de
ses fonctions.

Saliva is known to contain hepatitis B
surface antigen (HB.Ag)"* but its direct
infectivity has not been demonstrated.
A human bite that draws blood might
be expected to be an effective route of
transmission of hepatitis B by inocula-
tion from the assailant to the victim
but only one instance suggestive of this
has been reported.® Since this mode of
transmission should be recognized, and
since it could represent an occupational
hazard, we report a case in which the
circumstantial evidence was strong that
a human bite was the route of trans-
mission of hepatitis B.

Case report

A 41-year-old policeman was admitted
to another hospital Oct. 22, 1973. Ten
days prior to this he had had a 1-day
febrile illness followed by nausea and
anorexia and then jaundice, dark urine and
pruritus. During the previous year he had
not received any injections, blood prod-
ucts or medications other than aspirin,
and he was not aware of any contact with
hepatitis. At that time the patient had
forgotten that he had been bitten on the
hand on June 20.

From the departments of medicine, pediatrics
and pathology, McMaster University medical
school, Hamilton

Reprint requests to: Dr. J.D. Hamilton,
McMaster University Medical Centre, 1200
Main St. W, Hamilton, ON L8S 4J9

He was jaundiced, had no fever and
looked fairly well. The liver edge was
palpable 2 cm below the right costal mar-
gin. Tests relevant to liver function yielded
the following values: serum glutamic ox-
aloacetic transaminase (SGOT), 354 IU
(normal, 0 to 35 IU); serum alkaline
phosphatase, 240 IU (normal, 40 to 120
1U); and total serum bilirubin, 4.7 mg/dl
(normal, < 1 mg/dl). During the next 2
weeks the total serum bilirubin value in-
creased to 21.9 mg/dl and, although the
SGOT had increased to 880 IU, a lapa-
rotomy was carried out on Nov. 7 because
of the possibility of extrabiliary obstruc-
tion. Serum had been obtained Oct. 22
to test for HB,Ag. The result had not
been reported at the time of laparotomy
but subsequently was reported as positive.

Liver biopsy showed that the architec-
ture was preserved, although strikingly
distorted by enlargement of the portal
tracts and swelling of the hepatocytes. The
portal tracts contained proliferated bile
ductules and a large number of inflamma-
tory cells, mostly lymphocytes, with a few
neutrophils and eosinophils. No piecemeal
necrosis was seen but there was ballooning
degeneration of the hepatocytes with
single-cell necrosis. Many Councilman
bodies were present. The central veins
showed inflammation with centrilobular
necrosis of hepatocytes. Cholestasis was
mild and predominantly central. The fea-
tures were those of acute icteric viral
hepatitis.

His postoperative recovery was slow and
on Nov 12 he was transferred to Mc-
Master University Medical Centre for
further management. On arrival he was
unwell but improving. Total serum bili-
rubin value was 23 mg/dl; SGOT value
was 144 IU. Serum obtained that day was
positive for HB,Ag. He made an unevent-
ful recovery. After 3 weeks his serum
became negative for HB,Ag and the
SGOT value returned to normal. Subse-
quent test results were normal. Tests for
antimitochondrial antibodies, antinuclear
factor and smooth muscle antibodies were
negative and the patient remained in ex-
cellent health. There was no clinical
evidence of hepatitis in his immediate
family.

A claim was placed by the patient to
the Workmen’s Compensation Board of
Ontario on the grounds that his illness
had been acquired in the course of his
occupation. Compensation was awarded.

Details of the bite and the assailant

While at McMaster University Medical
Centre the patient remembered having
been bitten on the hand June 20, 1973 by
a man who was resisting arrest. The bite
had broken the skin and drawn blood and
the wound had been treated with a local

CMA JOURNAL/SEPTEMBER 4, 1976/ VOL. 115 439



dressing.” No other injury had occurred
to either party. The assailant was believed
at the time to be taking illicit drugs intra-
venously. Following his arrest he was com-
mitted to prison. Within 1 week the typical
clinical picture of acute viral hepatitis
developed and he was jaundiced on June
29. His SGOT value increased to 2280
IU and his total serum bilirubin value to
12 mg/dl. His serum was positive for
HB,Ag; his saliva was not assayed for
HB.Ag. He made an uneventful recovery
and his serum became negative for HB,Ag.
Discussion

There was strong circumstantial evid-
ence that the policeman contracted
hepatitis by inoculation of virus from
a human bite. His clinical illness started
16 weeks after the bite and he had
only this brief contact with his assail-
ant. The assailant was within a few
days of the appearance of the clinical
manifestations of hepatitis and his
serum would have been positive for
HB.Ag.* There was no other known
contact with cases of hepatitis amongst
the policeman’s family or colleagues
and no other recognized source of
hepatitis. The possibility of transmis-
sion by inoculation was considered only

in retrospect and epidemiologic studies
that would have established this route
more firmly were not undertaken.
These include subtyping of the HB.Ag
from both the policeman and his as-
sailant, a prospective study of the po-
liceman’s serum for HB.Ag, and a
study of his immediate family and
contacts. However, the association be-
tween the bite and the development of
hepatitis was thought to be sufficiently
likely that an award for compensation
was made on the grounds that this was
an occupationally acquired disease.

MacQuarrie, Forghani and Wolo-
chow® reported one somewhat similar
case, in which a teacher at a school for
mentally retarded children received
puncture wounds on her finger from
the teeth of one of her pupils while
clearing his pharynx during an epileptic
seizure. The pupil was known to be a
chronic = carrier of HB.Ag. Hepatitis
developed in the teacher 5 months
later and her serum became positive
for HB.Ag of the same subtype. The
degree of continuing contact between
the boy and the teacher was not re-
ported.

Both saliva and serum might be the

fluid transmitting hepatitis B virus in
a bite. HB.Ag has been demonstrated
in the saliva of patients whose serum
contains the antigen'? but infectivity
of saliva has not been demonstrated.
Serum can infect by inoculation in
amounts so small that it may be pres-
ent in the mouth without overt evid-
ence of injury.*

The history of the bite was obtained
subsequent to laparotomy and liver
biopsy; had the possibility of the bite
as a method of transmission of hepa-
titis B been raised earlier, management
might have been more conservative.

We are grateful to Dr. J. Jhinku of
Queensway Medical Centre, Toronto for
additional clinical details.
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Kingdom.

hospital appointments.

The Smith & Nephew Foundation is offering
Fellowships in 1978. The object of the Fellowships
is to enable overseas medical graduates to pursue
postgraduate study or research in the United

Candidates should (a) hold qualifications
registrable in the United Kingdom, (b) have had at
least two years’ general clinical experience since
qualification, (c) preferably have held residential

‘Fellowships’.

Application forms and further details may be obtained from
The Fellowships Administrator

Smith & Nephew Foundation

Temple Place, Victoria Embankment, London WC2R 3BP

The awards will be of £5000 sterling plus
return fare to the United Kingdom and will
be for one year only.

All arrangements for successful applicants to
follow their chosen studies will be made by
the Foundation.

Applications, which will be considered by

an appropriate panel, must be received by
2nd May, 1977, envelopes to be endorsed
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